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F 000 | INITIAL COMMENTS F 000
An anntral survey and complaint visit was
gonducted at the facility from January 27, 2010
through February 12, 2010. The deficiencies
contained in this survey are based on
observations, interviews, review of residents’
clinical records, and review of other facility
documentation as indicated. The survey sample
included sixteen (16) admission and thirty (30}
census residenis in Stage |. The Stage Il sample
included twenty-five (25) residents.
F 1571 483.10(b)(11) NOTIFY OF CHANGES F 157
s58=0 | (INJURY/DECLINE/ROOM, ETC)
F157 NOTIFICATION OF CHANGES
A facility must immediately inform the resident; (#1)
consult with the resident's physician; and if A. Foley was inserted the following
known, notify the resident's legal representative morning. Physiciat was notified on
or an interested family member when there is an rounds.
accident involving the resident which results in B. All residents have the potential to be
injury and has the potential for requiring physician affected by this practice.
intervention; a significant change in the resident’s | C. Policy #319 ‘Physician Notification
physical, mental, or psychosocial status {i.e., a of Change’ will be reviewed and
delerioration in health, mental, or psychosocial revised as needed to include "”?ﬁl 6
status in either life threatening conditions or : ‘ notifying physician whenever a l
clinical complications); a need to alier treatment procedure cannof be carried out. ‘
significantly (i.e., a need to discontinue an Inservicing will be completed by
existing form of treatment due fo adverse April 30, 2010. Supervisor will be
consequences, or to commence a new form of notified for orders not able to he
treatment); or a decision to transfer or discharge carried out and wili review the
the resident from the facitity as specified in physician’s book during shift rounds
§483.12(a). for urgency.
D. Supervisors and charge nurse will
The facllity must also prompfiy notify the resident monitor the 24-hour report and the
| and, if known, the resident's legal representative physician’s book during sach shift,
i or interested family member when there is a - .
; change in room or roommate assignment as : :
i specified in §483.15(¢)(2); or a change in ! | _ {
i resident rights under Federal or State law or i : §
{ regulations as specified in paragraph (b)(1) of : ! ;
[ITLE (X6) DATE

LABO—RﬁTORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

7
"
. -, ' - . rd ] /—
wun A Helle Virtt Ackng Dicedse DT o3I/
=~ — =
Any deficiengd platement ending with an asterisk (*) denoles & deficienc ich the institution may be excused from correcting providing it Ig deltermined that
other safeguafds provide sufficient protection to the patienis. (See inst ns.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above fiadings and plans of cerrection are disciosabie 14
days following the date these docurents are made available {o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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by

this section.

The facility must record and periodically update
the address and phone number of the resident’s
l=gal representative or interested family member.

This REQGUIREMENT is nof meat as evidenced

Based on record review and interview it was
determined for two (R215 and R31) out of 25
sampled residenis that the facility falled to consult
with the resident's physician of a significant
change. The facility failed to notify the R215's
physician when an order for an urinary catheter
could not be carried out. In addition, the facility
failed fo notify R31's physician of a new onset of
right shoulder pain. Findings include:

1. On 7/30/09 R216 had returned from the
hospital post surgicat flap revision to the sacral
area. There was a physician's order to ingert a
Foley urinary catheter. The 3-11 nurse E3 was
unable to get the catheter inserted. A second
nurse was unable {o gat the catheter inserted.
Although £3 passed this on in report to the next
shift and left 2 note in the physician's book for the
next morning, the nurse failed fo consult with the
physician about not being able to place the Foley
catheter. The catheter was not placed unfil the
next morning.

| 2. Cross refer F309, example 1.

i R31 had a new onset of right shoulder pain
' beginning in December 2009 as documented on
I the Pain Medication Administration Record
+ {MAR). Record review lacked evidence that the

F157 NOTIFICATION OF CHANGES

#2

( )A Physician was notified on 2/12/10 of
right shoulder pain. An x-ray was
ordered and Banalg was ordered
QID x 1 week for pain relief.

B. All residents have the potential to be
affected by this practice.

C. Policy #319 ‘Physician Notification
of Change’ will be reviewed and
revised as needed fo include
netifying physician when resident
reports new onset of pain.
Inservicing will be completed by
April 30, 2010, IDCC worksheet
will be reviewed and revised 1o
include any new onset of pain.
Policy #309 will be reviewed and
revised as needed to include
assessing pain for each resident g
shift, Inservicing will be completed
by April 30, 2010.

D. MAR will be reviewed by head
nurse or designee for acceptable
level of pain. If above acceptable
level, physician will be notified.
CQI will randemty audit for same.

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (x5}
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F 167 | Continued From page 1 F 157

‘1‘”3«4 (6

i attending physician (E19) was notified of this new :
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onset of pain. An interview with £19 on 2/16/10
at approximately 9 AM confirmed that she was
not notified regarding R31's complaints of pain in
the right shoulder until this survey. -
F 184 | 483.10(e), 483.75(1){4) PERSONAL F 164 .
=0 | PRIVACY/CONFIDENTIALITY OF RECORDS
SS=D NF o F164 PRIVACY AND
The resident has the right fo personal privacy and CONFIDENTIALITY (#1)
confidentiality of his or her personal and clinical ) i ] .
records. A. Privacy curtain was immediately

by i
: Based on observation it was determined that the
' i

Personal privacy includes accommodations,
medical treatment, written and telephone
communications, personal care, visits, and
meetings of family and resident groups, but this
does not require the facility to provide a private
roorn for each resident.

Except as provided in paragraph (e}(3}) of this
section, the resident may approve or refuse the
release of personal and clinical records to any
individual outside the facility.

The resident's right to refuse release of persenal
and clinical records does not apply when the
resident is transferred fo another health care
institution; or record release is required by law.

The facility must keep confidential ali information
coniained in the resident's records, regardless of
the form or storage methods, except when
release is required by transfer o another
healthcare institution; law; third party payment
confract; or the resident.

This REQUIREMENT is not met as evidenced

B.

pulled for Resident #54.

All residents have the potential to be
affected by this practice.

Head nurse or designee will
inservice staff regarding the
tmporiance of maintaining the
confidentiality, dignity and privacy
Random unit rounds wili be
conducted during each shift by the
head nurse or designee as well as the
nursing supervisors.
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| antibiotics rendering the antibiotics useless) in the

facility failed to ensure the personal privacy of
three (R54, R30, and R43) out of 25 sampied
residents. R54 was seen sifting on the toilet from
hallway. R30 and R43 had isolation signs posted
at their door that indicated the location of their
infection. Findings include:

1.0n 2/1/10 at 11:52 AM R54 was taken to the
bathroom located off the main hallway. Aides E4
and E5 were in the bathroom with residents in at
least two stalls. The door to-the bathroom was

‘ wide open and the curtain to R84's stall was not

i fully closed. The resident could be viewed on the
toilet from the haliway for several minutes while
the resident sat on the toilet.

2. Observations on 1/27/10, 1/28/10, and 1/29/10
revealed a contact precaution sign with the word,
*Urine” circled, posted outside of R30's room.
Review of the "24 hour report sheet” revealed that
R30 was on "contact” precautions for ESBL
(Extended Spectrum Beta-Lactamase - bacieria
that produce enzymes that break down some

urine.

i 3, Observations on 1/27/10, 1/28/10, and 1/28/10
: revealed a contact precaution sign with the
"words, "Qral Secretions" circled, outside of R43's
i room. Review of the "24 hour report sheet”

| revealed that R43 was on "contact” precautions

i for MRSA {Methicillin Resistant Staphylococcus

! Aureus - bacteria that is highly resistant to

! different types of antibiotics} in the sputum.
!

J
i

' During an interview on 2/2/10, two nurses, E10
“and E11, stated that the signs outside R30's and

i

F164 PRIVACY AND
CONFIDENTIALITY (42 & #3)

A. Signs were removed immediately
from resident’s room and discarded
50 not to be used again in facility.

B. A sweep of ali residents on Contact
Precautions was conducted to ensure
that other Contact Precaution signs
were not circled indicating specifics
about their diagnosis.

€. Contact Precaution Policy will be
reviewed for clarity of procedures.
Education will be completed on
Personal Privacy/Confidentiality of
records and how it relates to
residents when they are placed on
“Snecial Precautions —Contact
Precautions” by April 30, 2010,

D. lnfection Contro! Nurse or designee
will visit all residents initially
placed on Special Precautions and
ensure proper Infection Control
processes and Special Precautions
procedures are in place. Routine
rounds will be conducted on all
Residents on Special Precautions.
Random audits will be conducted of
residents ptaced on Special
Precautions.

4'30’[0

1
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R43's rooms were changed on 1/29/10 after E12,
Quality Assurance, had informed them not to
circle the signs. They stated that the isolation
signs should not contain a resident's name or
indicate what precautions are in place. This
informaticn was provided in shift report and
documented on the "24 hour report sheet.” Both
nurses acknowledged that posting such
information violates the resident's privacy and is
not in accordance with BIPPA reguiations. The
facility failed to maintain R30's and R43's privacy
when they initially posted this information outside
their rooms.

483.13(cH( 1)), (e}2) - (4)
INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of faw; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
inciuding injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the

| State survey and certification agency}.

The facitity must have evidence that all alleged

F 164

F 225

F 225 INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

A. Upon receiving the incident report
detailing the information pertaining to
the allegation of neglect in relation to
R137, the QA Department immediately
reported the incident as a2 PM-46 to
?TCRP and an investigation was
initiated.

B. PM-46 training is conducted annually

and reporting of PM-46 incidents is
covered during the training session. In
addition, during November and
December of 2009, a series of training
sessions were held specifically focused
on the Incident Reporting process with
a strong emphasis on the importance of
immediate notification. The incident
report training will be held annually or
more often as needed and during
orientation of new employees in concert
with the PM46 instruction,

'
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viclations are thoroughly investiga’ged, and must C. Nurse E6 was reminded on 7/31/09 of
prevent further potential abuse while the her responsibility to report any incident
investigation is in progress. that may meet PM-46 standards and the
. L importance of turning in incident
The results of all investigations must be reported reports immediately.
to the administrator or his designated D. To remedy the potential of incidents in
representative and to other officials in accordance the future an incident report committee
with State law (including to the State survey and was formed to address improving
certification agency) within & working days of the DHCT's incident reporting process and
incident, and if the alieged violation is verified to improve staff involvement in
appropriate corrective action must be taken, immediate reporting. The commitiee
met on Januvary of 2010 and is
scheduled meet monthly up to May 14,
. . . 2010, Furth , a meeting wil
This REQUIREMENT is not met as evidenced  heduted with ol] de;;,‘;ygg‘;;;db:m
by _ S later than Apri} 16, 2010 to discuss and L.” l él 6
; Based on record review and interview it was : relay concemns to be shared with related
| determined that for one (R137) out of 25 sampled i staff. In addition, Quality Assurance
residents the facility failed to immediately report | monitors the 24 hour reports and
an allegation of neglect. Findings. ! Incident Reports on a daily basis. Upon
. di *an inc
1. Nurse E6 reported on 7/31/09 that at  AM she e o il oot 10 aneure
found R137 with his clinitron bed off, JP drain not an Incident Report is written, and the
to negative pressure and his Foley catheter was rocess is followed for PM- 4,6
not in causing his sacral dressing to be wet with ?e ortin
urine. An incident report was completed, porting.
however, this aliegation of negiect was not
immediately reported fo the state agency. The
state agency was notified on 8/5/09.
An interview on 2/12/10 with the Risk Manager
{E7) revealed that the incident report did not get ,
to the guality assurance department until 8/5/09 i
for reporting.
This is & repeat deficiency from the annuai
surveys ending 4/8/09, 5/13/08 and 7/5/07.
F 248 483.15(f)(1) ACTIVITIES MEET F 248
88=D | INTERESTS/NEEDS OF EACH RES | i

i i
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| average 1/3 to 2/3 of his time in activity pursuits.

The facility must provide for ar ongoing program
of activities designed to mest, in accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychosocial weil-being
of each resident.

This REQUIREMENT s not met as evidenced
by:

Based on observations and inferviews it was
determined that the facility fatted to have an
ohgoing program of activities that met the needs
and interests of one (R194) out of 25 sampled
residents. The facility failed fo have a system that
ensured R194's activity needs and interests were
met. Findings include:

R194 was admitted to the facility on 4/13/09.
Initial Activity Assessment form dated 8/22/09
indicated current activity pursuit patterns included
country music, newspaper, game TV shows,
football/baseball, and movies.

Review of the MDS 14 day assessment dated
4/19109 and most recent guarterly MDS dated
10/14/09 revealed that R194 was severely
impaired for cognitive impairment and spent on

Review of R194's Activities attendance for
January 2010 revealed a fotal of ten documented
activities to include friendly visits (FV, 2
occurrence), talking/conversing with resident (3
occurrence), canteen (2 occurrence), watching
TV (1 occurrence), music (1 occurrence), and
exercise offered but refused (1 occurrence). For
February 1-8, 2010, totat of four documented
activities for two days to include FV (2

{

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5}
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F248: ACTIVITIES MEET
INTERESTS/NEEDS OF EACH
RESIDENT.

A. Resident [94's Care Plan was
immediately reviewed and the annual
Activity Assessment, which is due in
Aptil, was completed and updated to
reflect the resident’s current
capabilities, interests, and needs. To
assure that Nursing Staff on the units are
aware of the Activity Plan, the Resident
Profile was revised and now allows for
an “Activity Interest” section which
summarizes Resident 194's Activity
interests. Lastly, Activity Staff have
been re-inserviced on the best practices (o
follow to caplure as many resident
interactions and activity participation
units on their monthly Activity
documentation fofiy.

Compietion Date: March 11, 2010

B. All residents have the potential to

be affected by the same deficient
practices. Therefore, all
Residents’ Profiles will be revised
to include a Residents’ Interest
section which surnmarizes their
Activity Care Plan information.
Activities staff wiil write the
summaries and share with the
appropriate staff for completion. In
addition, the Activity Summaries
will be posted on the inside of each
Residents’ closet for review by

- staff to increase their accessibility
and knowledge of each Resident’s
Activity Plan.
Completion Date: April 30, 2010

X ﬁo
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ss=8 | MAINTENANCE SERVICES

i The facility must provide housekeeping and
' maintenance services necessary to maintain a
sam[afy orderly, and comfortable interior,
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F 2481 Continued From page 7 F 248
cccurence), talking/conversing with resident (1
occurrence), and music (1 occurrence). C. To assure that the Resident Profiles are
updated to coincide with the Care Plans,
R184 was ohserved throughout the survey sitting the Activity Interest section will be
in the Q foam chair by the nursing station with no completed and reviewed at each
meaningful activity. Resident's IDCC Meeting. 1t will be the
Activities Staff responsibility to assure
interview with-R194's assigned CNA (E20) on all updates have been addressed in each
2/4110 at 10:46 AM revealed that R124 is not able Care Plan and Activity Summaries are
{o communicate his activity interest and that the posted in Resident Rooms,
assigned activity staff usually fransports R194 fo
an activity. E20 further related that R194's activity D. Monitoring the completion of Resident
interests are not on the CNAs Resident Profile Profile Forms and Resident Room
document. An additional interview with R194's Activity Summaries will be the
other assigned CNA (£21) on 2/5/10 at 10:29 AM responsibility of the Activity Therapy i
revealed that R194 enjoys sitting around the Department to report to the Quality |
nursing station and likes to drink coke. E21 Assurance Committee. Under the
relayed that for the CNAs, there is no source that direction of the Director of Rehabititation |
they can review to ascertain resident activity and the Activities Coordinator each
interest, quarter, random audits will be performed
and documented. All findings wit] be ‘
An interview with the Activity Therapist (E23) on reported at each quarterly meeting to
2/5/10 at approximately 11 AM revealed that the assure compliance.
primary source would be fo revisw the activity
care plan and/or the assessment in the resident's
clinical record. _
Repeat observation of R194 on 2/5/10 at 11 AM
revealed a "Sporis filustrated" magazine was
provided to the resident.
" . n . .. o A..
: /;ﬂc;\ﬁof lgfg;?:réi\ifs::;zgr g!ghaagw? nistration on 1, Wprk order reguest for Rm. 253 to repair
F 263 483.15()(2) HOUSEKEEPING & F253|  paint damages around the window arca

has been

submitied. Actual repair work follows.
Compiletion Date: 3/20/10

The missing drawer was veplaced.
Completion Date; 2/15/10

i
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F 253 | Continued From page 8 F 253 2. The bedside stands in Rooms 266, 260,
and 306 {total of four) will be replaced,
. _ . Comptletion
This REQUIREMENT is not met as evidenced Date: 3/10/10
by: ) _ ' The four bedside stands from Room 266,
Based on observations made in the resident 260, and 306 will be evaluated by Facility
rooms throughout the survey, it was determined operations for repair or replacement.
that the facility falled to provide maintenance Completion Date: 3/20/10
services necessary fo maintain an orderly and 3, Work order request for wall plaster and
comfortable interior. Findings include: paint damages in Rooms 308 and 366 has
. ) been submitted. Actual repair work
1. Room #523 was observed with paint follows.
scratched, missing and scuffed around the Completion Date: 3/20/10
window area. One out of f{ve drawer fronts on the 4. Work order request to repair wall damage S A o (
chest of drawers was missing. in Room 304 has been submitied. Actual o
) . . repair
2. The right side, bed side stand in room #266 wgrks follows.
and the bed side stand in room #260 had veneer Completion Date: 3/20/10
damage. The top surface edge was missing the B.
veneer covering and could no‘t be A sweep of the Nursing Units where
cleanedisanitized properly. Pieces of the lop problem areas has been identified was
surface edge were missing on the stand in room completed on
#260. Room #306 had two bed side stands with 3/8/10. Steps are bﬁing taken to repair or
top surface veneer damage. replace damaged night stands. Steps are
also being
3.Rooms #366 and #308 had wall plaster damage taken to repair wall paint or plaster
at the bed, head board area. damages in resident rooms.
. Completion Date : 3/20/10
4, Room #304 had wall damage adjacent tc the Cfmmp clion Date
closet area. Charge Nurses will submit work orders,
F 2801 483.20{d}(3), 483.10(k){2) RIGHT TO F 280

§5=D | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged

incompetent or otherwise found to be

s incapacitated under the laws of the State, to
participate in planning care and treatment or ;

: changes in care and treatment. !

' A comprehensive care plan must be developed

3

via e-mail, to Facility Operations as repair
needs are identified in their respective
Nursing Unit.

Completion Date: On-going

D

perform random on-going inspections of
resident rooms to ensure compliance under

. this requirement.

Completion Date: On-going
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within 7 days after the completion of the
comprehensive assessment; prepared by an £280 RIGHT TO PARTICIPATE
interdisciplinary team, that includes the attending PLANNING CARE-REVISE CP
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in A, Ultra low bed was provided for
disciplines as determined by the resident's needs, Resident #104 and the care plan
: and, to the extent pracficable, the participation of was updated to reflect this,
the rasident, the resident's family or the resident's B. All residents have the potentiat to
fegal representative; and periodically reviewed be affected by this practice.
and revised by a team of qualified persons after C. IDCC worksheet will be reviewed
each assessment. and revised to include interventions
to prevent falls (i.e. mats, alarms, | ‘LI ’ 36/ T
ultra low or low bed). Policy #1704 |
‘Medication/Treatment Orders:
Transcribing and Discontinuing’
This REQUIREMENT is not met as evidenced will be reviewed and revised as
by: needed to ensure physician’s orders
: Based on observation, record review and i i are addressed in the care plan as
i interview it was determined that for one (R104) I needed.
i out of 25 sampied residents the facility failed to D. Interim Physician’s orders will be
review and revise the care plan when care needs ; reviewed daily to ensure all new
changed. Findings include: orders are addressed and care
planned for appropriately. Rechieck
1. Cross refer F323. physician’s orders will be reviewed
R104 had a history of falls including two from the '
bed on 11/15/09 and 12/23/08. The resident had
a physician’s order for the use of an ultra low bed.
This approach of a low bed to reduce injury from :
falls was not on the nurses or the aides care g
ptans for this resident. The low bed was not in !
place during the survey. An interview on 2/8/10
with the unit manager (E9) confirmed that the
ultra low bed was not currently in use and not part
of the care plan. _
F 281 483.20(k){3)(i SERVICES PROVIDED MEET ! F 281
55:=p | PROFESSIONAL STANDARDS |
g ; |
; The services provided or arranged by the facility i
i must meet professional standards of quality. ! :
i i
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; ; , F281 SERVICES PROVIDED MEET
This REQUIREMENT is not met as evidenced | PROFESSIONAL STANDARDS (#1 &
by: ‘ i

|
Based on medical record review, staff interviews ; #2) A. No immediate corrective action was
and policy review, it was determined that ! i able to be done.
the facility failed to provide services that met B. All residents have the potential to be
professional standards of quality for three (R213, affected by unwitnessed falls.
R104, and R31) out of 25 sampled residents. C. Policy #1001 ‘Neurological
The facility failed to complete neurclogicat Monitoring® was reviewed, revised
assessmenis after unwitnessed falls experienced and inserviced. Policy was

by R213 and R104. The facility failed to provide a implemented on 2/8/10, Memo was
pain managemen_t program tha.t m.et P rp fessional sent to all head nurses on 2/25/10 to
standards of quality for R31. Findings include:  disseminate to their staff that ;1] 35 , o

neutochecks must be initiated for all

' b itnessed falls. CQI's event audit
+. R213 was a resident on the secured dementia unwitness Q

; unit and had a history of falls and two recent - :::}r::; eii‘;‘;ig :;::Z::g ‘t,?;;n

! strokes since his admission on 11/25/09, On : needed for falls.

1/2/10 at 3 PM nurses notes and a post fall . D. Falls are monitored by Hospital
evaluation form indicated the resident fell from his Quality Assurance nurse and COI
wheelchair to the floor in the dayroom. Review of nurses. CQI nurses will randomly
statements and interviews with staff revealed that audit f;ﬁlts to ensure that ’
although staff were in the area for the change of neurochecks are initiated when
shift report no one actually saw the resident fall appropriate

from the wheelchair. Nurse (E13) revealed that ppropuiate.

the resident was positioned in such a way that it
did not appear the resident had hit his head. No
neurochecks were started at that {ime.

1
2. R104 had unwitnessed falls from the bed and |
was found on the floor on 11/15/09 and 12/23/08. !
No neurochecks were initiated for these
unwitnessed falls which may have involved the
resident hitting his head.

i The facility's policy for neurological monitoring
findicated that the purpose was (o assess a
E resident with head trauma or suspected head

i
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k281 | Continued From page 11 F 281} p281 SERVICES PROVIDED MEET
traurna. The facility updated their policy effective - PROFESSIONAL STANDARDS (#3)
2/8/10 to include in the purpose section A. Physician was notified on 2/12/10 of
"subsequent to an unwitnessed falis". right shoulder pain. An x-ray was
ordered and Banalg was ordered
QID x 1 week for pain relief.
3. Cross refer F308, B. All residents have the potential to be
The facility failed to ensure that the pain affected by this practice.
management protocol for R31 met the C. Policy #319 ‘Physician Netification
professional standards of clinical practice as of Change' will be reviewed and
defined by the American Gerialiics Society. In revised as needed to include
particular, the facility failed to notify the physician notifying physician when resident ] / 20 { o
of the new onset of right shoulder pain and failed reports new onset of pain.
to record a pain assessment in a way that Inservicing will be completed by
facilitated regular reassessment. April 30,2010. IDCC worksheet
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309 will be reviewed and revised to

s58=0 : HIGHEST WELL BEING

£ach resident must receive and the faciiity must
provide the necessary ¢are and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on record review, interviews, observation
and review of facility's policy it was determined
that the facility falled to provide care and services
necessary (o ensure adequate pain relief for one
{R31) out of 25 residents. [t was determined that
the facility failed to notify the physician of the new
onset of right shoulder pain experienced by R31
which resulted in the physician's inabiiity to
evaluate the appropriateness of the pain

| medication the resident received. In addition,
i failed to reassess the pain and failed to monitor |

include any new ansei of pain.
Policy #309 will be reviewed and
revised as needed to include
assessing pain for each resident q
shift, Inservicing wilt be compieted
by April 30, 2010.

D. Pain MAR will be reviewed by head
nurse or designee for acceptable
leve! of pain. 1f above acceptable
level, physician will be notified.
Head nurse or designee and CQI
will randomly audit for pre and post
pain medication assessments.
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acceptable to the resident. Procedures included
for significant change in pain, that a "Pain
Assessment Tool" would be completed and that
the physician would be notified. in addition, a
“Pain Medication Administration Record {MAR)"
would be utilized to document the pain
assessment prior to and after administration of
pain medication. Lastly, at the Interdisciplinary
Care Conference {(IDCC), the effectiveness of the
pain management pragram will be evaluated
based on the documentation from the Pain MAR
and Pain Assessmant tool.

Review of the annual pain assessment dated
' 4/11/08 indicated R31 was experiencing pain of

i his left ankle due to a fracture and could verbalize |

! pain on a2 scale of 0-5 and R31's acceptable tevel
- of pain was "1." The most recent pain
‘ . assessment dated 1/11/10 documented that the

1
i
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 3082 Continued From page 12 F 309
the effectiveness of R31's pain management
intervention. Findings include:
R31 was originally admitted to the facility on
1171711288 with diaghoses including
cerebrovascular accident with left hemiparesis,
veripheral neuropathy of left lower extremity, and - .
i chronic pain syndrome, The quarterly Minimum f{i(g;%?rvxir%if%ﬁ?@gﬁ;mn
Data Set (MDS) assessments dated 7/8/09 and A ‘Transcri tion of orders was j
10/8/08 noted R31 was only cognitively impaired " inme dialzei corrected al} i / 16
in new situations and experienced mild pain less B, All resi d&m); have the 5 otential to be
than on a daily basis. The most recent quarterly : affected by this ractiée
MDS dated 1/7/10 noted R31 experienced pain C. Polic #]%’0 4 P )
less than daily basis with moderate intensity. ’ ‘Me d)‘:catio o/ Treatment Orders:
Review of the facility ' s policy fitled " Pain w‘:%“;g“‘;?fﬁ:: ;‘;ig?:;gg“;f J
Management " indicated a systematic and . : do drt enste physician’s orders 3o} 16
continuous approach will be utilized to monitor the e: ran 2ribe i topth?':{a oot
effectiveness of pain through appropriate pain 3‘;6 T Sm pprop
assessment and pain management at a level D Intel:imr:Pk;ysician’s orders will be

reviewed daily to ensure all new
orders are addressed and transcribed
correctly. Recheck physician’s
orders will be reviewed q 30-60
days depending on resident’s level
of care,

1
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: medication to treat moderate pain } & mg. by
: mouth for a total of seven doses out of the {otal
; 13 doses. On 12/30/09 at 5:45 PM, R31 reported

t1/18/10 at 9:45 PM, R31 reported pain at "5" prior
' fo Percocet, however, there was no evidence of
i an reassessment.

Continued From page 13

resident experienced pain due to peripheral
neuropathy of the legs.

A care plan for alteration in comfort related fo
back and ieft side of body implemented on
10/20/06 included that the resident will report pain
at acceptable level. Interventions included staff
will determine the current [evet of pain in
reference to an acceptable level of pain by use of
the verbal pain scale. In addition, o nofify
physician when acceptable leve! of pain refief is
not maintained.

Review of the MAR for December 2009 revealed
new onset of right shoulder pain with intensity of
"3" or "4" (on a scale of 0-5} for which R31 was
medicated with Percocet (a narcotic pain

pain at "4" and after the Percocet was given, R31
reported pain of "2", however, there was no
avidence that the physician was notified of this
level of pain in a new location.

Review of January 2010 MAR indicated that R31
continued to experience pain in the right shoulder
with the majority at the moderate intensity ("3") in
which R31 was medicated with Percocet 5 mg. by
mouth for total of 12 doses out of the total 21
doses. Of the 12 complaints of right shoulder
pain and administration of Percocet, there was no
reassessment for seven of the doses. On

During an interview with R31 on 2/8/10 at
approximately 8 AM, R31 reported right shoulder ;

1

F 309
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i

! gream four times per day for one week will be

. as it related to resident's goals and current

Continued From page 14
pain with intensity of "2".

An interview with the head nurse (E14) on 2/9/10
at approximately 1:30 PM revealed that she was
not aware of this new onset of pain. Subsequent
to this interview, a pain assessment fool was
completed for the right shoulder pain and revision
to the above care plan.

The current pain management standards by the
American Gerialrics Society includes:

- appropriate assessment and management of
pain; assessment in a way that facilitates regular
reassessment and follow-up; same quantitative
pain assessment scales should be used for initial
and follow up assessment; sel standards for
monitoring and intervention; and coliect data to
monitor the effectiveness and appropriateness of
pain management,

Above findings were reviewed with administration
on 2M12/10 at approximately 3 PM.

An interview with R31's attending physician (E19)
on 2/15/10 at approximately 9 AM confirmed that
she was not notified regarding R31's complaints
of pain in the right shoulder until this survey. E19
further related that x-ray of the right shouider
compieted on 2/12/10 revealed mild arthritis, thus,
Percocet would not be an acceptable medication
for treatment and that Banalg arthritis topical

ulilized to address the arthritic pain.

Although R31 experienced new onset of right
shoulder pain beginning in December 2009, the
facility failed to notify the physician, reassess and .
monitcr the effectiveness of these interventions

F 309

i
:
i
H

H
1
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1| the Banalg was in her nightstand drawer and that
| at times an aide on 11-7 shift has put it on her

Vit was kept at the bedside for the aides on
; dayshift io use. i

3. Review of R7's 1/10 and 2/10 TARs (Treaiment

i needed. Review of the 1/10 and 2/10 TARsS

standards of practice,

2. On 1/11/10 the physician wrote an order for
Banalg cream to muscles and joints as needed
four times & day for R214. The January and
February 2016 treatment and medication records
were reviewed as well as CNA freatment records.
No CNA treatment could be found. An interview
with the unit secretary (E15) on 2/5/10 and unit
manager (E14) revealed they could not find the
treatment recerd for this order.

An interview with a 3-11 aide (E16) on 2/5/10
revealed that she could not find the use of the
Banalg cream order in the CNA book but hetieved

An interview with R214 on 2/12/10 revealed that

leg where it hurts.

There was no evidence that all CNA staff knew
the cream was in use. There was no
documentation to determine how frequently the
resident requested the cream or if it was effective.

Administration Record) revealed a physician's
order, dated 1/13/09, that stated, "Banalg Cream
{arthritic pain reliever) to LT {Left) arm/shoulder 4
(four) times a day and PRN (as needed)."

During an interview on 2/2/10 at 3:55 PM, E17, a
nurse, confirmed that the Banalg cream was o be
administered af least 4 times a day, and more as

" revealed that while the order itself was i

F 308
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transcribed correctly, the “fimes” were not
correctly transcribed, The TARs listed the fimes
only as "PRN". The 1/10 and 2/10 TARs lacked
evidence that the treafment had been
administered at least 4 times a day.

During an interview on 2/2/10 at 5:10 PM, E18,
the nursing supervisor, acknowledged that the
Banalg cream was "not given as ordered, " since
the times had not been property transcribed on
the TARs. She then rewrote the Banalg Cream
order and timed it for 8:30 AM, 12:30 PM, 4:30
PM, 8:30 PM and "prn" and stated that she would
alert the nursing staff.

483.25(h} FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adeguate supervision and assistance devices fo
prevent accidents. i

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and
interview it was determined that for one (R104)
out of 25 residents the facilify failed to ensure that
assistance devices were provided {o prevent
accidents and injuries. Findings include:

1. R104's MDS assessments dated 8/16/09 and |
12/16/09 indicated a history of falls, limited *
assistance with one person assist for transfers,

- independent with locomotion in a wheelchair and |

!

did not ambulate in the room.

F 309

F 323

!
t
1
!
H
i
H
L
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gown which had a tag alarm attached to it and A Ulira low bed ded for
was found on floor next to bed called by . tr_a:i ow# ed was provided for
roommate for assist no injuries. Under 'special Resl egt ]O?] and 11:1@ care plan was
problem’ staff documented "bed can't crank down . “F;I ate.dto rehect this. .
to lowest position". No neuro checks were . Allresidents have the potential to be
iniiated affected by this practice.
; ! C. IDCC worksheet will be reviewed
A nurse's note dated 12/23/09 and timed 2:55 AM and revised to include interventions
documented "roommate yelled for staff that to prevent falls (i.e. mats, _alarms,
patient had fallen off his bed. Staff rushed there ultra low or low bed). Policy #}704
fo find patient on the floor in front of his bed no Medication/Treatment Orders: |
injury noted. Tab alarm still ringing". No Transcribing and Discontinuing
neurachecks were initiated, will be reviewed and revised as
needed to ensure physician’s orders
R104's physician order sheet (POS) for are addressed in the care plan as
November 2009 and January 2010 indicated the needed. Policy #1001 ‘Neurological | lis } o
rasident was to have an ulira low bed. This Mon_ltormg was reymwed, revised
approach of a low bed to decrease risk of injures and inserviced. Policy was
with falls was not added to the care plan, implemented on 2/8/10. Memo was
; 1 sent to all head nurses on 2/25/10 to
Observation of the room on 2/9/10 revealed a bed | : disseminate to their staff that
that was about 24 inches off the floor. An neurochecks must be u‘:lttaled for all
interview with E4 (aide) revealed that this was not unwitnessed falls. CQI's event audit
a low bed. She attempted to crank the bed down tool was revised to check that
further and it would not go down. E4 took the neurochecks are initiated when
surveyor to another room to see a "low bed" that needed for falls. .
went down to about 6 inches from the floor. The D. Interim Physician’s orders will be
resident with the uitra fow bed also had a mat in reviewed daily to ensure all new
the room that staff put next to the bed when the orders are addressed and care
resident is in bed. There was no mat in R104's planned for appropriately. Recheck
room. physician’s orders will be reviewed
, g 30-60 days depending on
An interview with the unit manager (E4) revealed ! resident’s level of care. CQI nurses
that she thought the resident had a low bed at will randomly audit falls to ensure
one time but it broke. She further revealed that that neurachecks are initiated when
! there was a shortage of low beds and she thought' appropriate.
i there was an order to discontinue the low bed. No | I
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order to discontinue the low bed could be found.

R104 hadtwo falls from his bed to the fioor. The
approach added o the plan of care for an ultra
fow bed was nct implemented.

F 441 483.65 INFECTION CONTROL, PREVENT F 441
$5=0 | SPREAD, LINENS

441 INFECTION CONTROL,

The facility must establish and maintain an PREVENT SPREAD, LINENS
Infection Control Program designed to provide a A, Head nurse discussed with
safe, sanitary and comfortable environment and employee hand washing practices in

to help prevent the development and fransmission

. , : refation to medication
of disease and infection.

administration.
(a) Infection Control Program : B. This was an isolated incident.
; rog ‘ C. Inservicing regarding infection
: The facility must establish an Infection Control c[clmtrol pragctifes whigle 4 {30,(0

 Program under which it - o administering medications will be
(1) investigates, controls, and prevents infections provided to nursing staff and

in the facility; ted by April 30, 2010

(2) Decides what procedures, such as isofation, ;f:fgg;aud’;{s g;'inig;ﬁon c‘ontroi
should be applied to an individual resident; and practices while administering meds
(3) Maintains a record of incidents and corrective will be conducted by Staff
actions related to infections. Development and/or Infection

Contro! nurse. Implementation of
IC practices while adminisiering

=)

(b) Preventing Spread of Infection
(1) When the Infection Control Prograr medications education will be
determines that a res@ent needs 1so|at'lpn to reviewed in Nursing Orientation.
prevent the spread of infection, the facility must ;
isolate the resident. ' '
(2) The facifity must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if : g
direct contact will transmit the disease. ; !
(3) The facility must require staff fo wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

t(¢) Linens i
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Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews and review of
other facility documents, the facility failed to
provide a safe, sanitary, and comfortable
environment, {o prevent the development and
transmission of disease and infection. One staff
faited {o wash her hands after picking up a

i dropped pill from the floor with her bare hand.

' Findings include: i

The facility's policy number 208, "Employee Hand
Washing," was reviewed.

During the med pass observation on 2/3/10 at
9:20 AM, E24, a nurse dropped a B12 (Vitamin)
pitl on the floor, then picked # up with a bare hand
and threw it away. Without handwashing or
donning gloves, £E24 confinued to prepare
another B-12 pill. She poured out 2 pills in the
hottle cap of a stock medication and used the
right index finger of her ungloved, unwashed,
contaminated hand to manually push one pill info
the paper medication cup. She continued
preparing the medications and administered them
to R174. ' _ ,

During an interview on 2/3/10 at 9:50 AM, £24
acknowledged that she should have washed her
hands and nof touched pills with her bare
contaminated finger. During an interview on

F 213110 at 1000, £E25, the head nurse, agreed that
i £24 should have washed her hands after the
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B-12 pitt dropped, before continuing with the
medication preparation and administration.
F 520 | 483.75(0)(1) QAA F 520
ss=fF | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

: assurance committee consisting of the director of
| nUrsing services; a physician designated by the

{ issues with respect to which quality assessment

| compliance of such committee with the
i requirements of this section,

Based on interview it was determined that the
: facility failed to maintain a quality assessment

i consisting of the physician designated by the

A facility must maintain a quality assessment and

facility; and at least 3 other members of the
facitity's staff. ”

The quality assessment and assurance
committee meets at least quarterly to identify

and assurance activities are necessary, and
develops and implements appropriate pians of
action o cotrect identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such commitiee
except insofar as such disclosure is refated to the

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctlions.

This REQUIREMENT is nhot met as evidenced
by:

and assurance committee that met quartery

t facility. Findings include:

F 520: QAA Committee-Members/Meet
Quarterly/Plans
A, The Medical Director was made
awarg of her responsibility to
attend the Quality Assurance
Compmittes meetings quarterly.
Combletion Date: 2/12/10
B. All résidents have the potential to
be affected by this deficient
practice. If the Medical Director is
unavailable and/or cannot
: participate in the Quality Assurance
. Conmmities meeting, a designated
physician will be appointed.
Start Date; April 23, 2010
Completion Date: Ongoing
C. The Quality Assurance Committee
will continue to meet quarterly
during the months of January,
April, July, and October.
Completion Date: Cngoing
The Quality Assurance Department
wiil provide the Medical Director
with
minutes and an agenda one week
prior to the scheduled quarterly
meeting date to
ensure a physician is present,
Completion Date: Ongoing

D.

oz fio
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An interview with the qualily assurance
administrator {E8) on 2/12{10 at 9:45 AM
revealed that the physician designated by the
facility failed to attend three consecutive quarterly
meetings held on 7/23/09, 10/22/09, and 1/21/10.
The facility continued to conduct quarterly quality
assurance meetings without the designated 5
physician present.

i
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